BACKGROUND: Tumor masquerading is a common phenomenon seen in clinical dermatology. While amelanotic melanoma is known to simulate pyogenic granuloma, a benign vascular tumour, the contrary has been reported exceptionally scarce.
Introduction
Pyogenic granuloma (syn. telangiectatic granuloma) is a common benign vascular tumour [1] . Genetic studies suggested that pyogenic granuloma is resulting from tissue injury, followed by an impaired wound healing response, during which vascular growth is driven by two major factors: (a) the msrelated tyrosine kinase 4, also known as FLT4, and (b) the nitric oxide pathway. The FLT4 gene encodes a tyrosine kinase receptor for vascular endothelial growth factors C and D involved in angiogenesis [2] . Furthermore, BRAF mutations and probably herpes virus type 1, Orf virus and/or human papillomavirus type 2 may play a role in its pathogenesis [1] . Cawson et al., (1998) have described two subtypes depending on the rate of proliferation and vascularity: (a) lobular capillary hemangioma and (b) non-lobular capillary hemangioma. In the latter, perivascular mesenchymal cells remain negative for alpha-smooth muscle actin but develop a vascular core that resembles granulation tissue [3] . They demonstrate a typical trajectory, starting with a cellular phase that transforms into capillary and eventually involution phase. Since malignancies such as melanoma and sarcoma can masquerade as pyogenic granuloma, early diagnosis and treatment may be livesaving [4] .
Case Report
A 52-year-old woman presented with an easy bleeding exophytic lesion on her right flank.
She reported that the nodule had been grown for about 12 months. During the last weeks, the lesion started bleeding. Therefore, she consulted her doctor. https://www.id-press.eu/mjms/index On examination, we observed an exophytic nodular, auburn tumour, easily bleeding, with a size of 3 x 2.7 cm ( Figure 1 ). Dermoscopy was hampered by bleeding. The patient had no current medications and was otherwise healthy. The working hypothesis was a possible amelanotic melanoma. Tumour staging with imaging techniques (diagnostic ultrasound and X-ray) did exclude any metastatic spread. The lesion was completely surgically removed. The defect was closed by a large skin advancement flap. Healing was uneventful.
Figure 1: Clinical presentation of a large exophytic polypoid bleeding tumour
Histologic examination revealed a tumour thickness of 3.3 cm. The tumour was covered by a pseudo-capsule. We noticed a lobular vascular tumour with some larger vessels and numerous capillaries. There was a peripheral connective tissue septa formation. Numerous clumsy, partly epithelioid endothelial cells lined capillaries ( Figure 2 ). Mitotic endothelial cells reactive with Ki67 were noticed. Several cavernous enlarged vascular spaces were located in the periphery. Thrombotic vascular obstructions could also be seen, some vessels with partial recanalisation. Endothelial cells were positive for CD31 and CD34, but completely negative for D2-40, human herpes virus-8 and c-Myc (Figure 3 and 4) . The intratumoral vessels were surrounded by smooth muscleactin positive pericytes. Tumour resection was complete (R0).
Figure 3: Immunohistology with a monoclonal antibody against CD31 staining the tumour vessels (Immunoperoxidase, x 4)
The diagnosis of a large lobular pyogenic granuloma was made.
Figure 4: Immunohistology with a monoclonal antibody against smooth muscle actin staining the perivascular cells around tumour vessels (Immunoperoxidase, x 4)

Discussion
We reported a pyogenic granuloma mimicking AMM. This is a very rare observation. Charles and Kahn (2017) observed an infarcted tarsal pyogenic granuloma simulating melanoma in a 34-year older adult [5] . Zaballos et al., (2009) reported about an 18year old male with a crusted lesion on the thorax measuring about 1 cm, which could not be distinguished from melanoma by dermoscopy [6] .
This group tried to define typical dermoscopic patterns for pyogenic granuloma and its differential diagnosis. Vascular structures were observed in 45% of pyogenic granulomas but with low sensitivity and specificity. The pattern composed of 'reddish homogeneous area', 'white rail lines' and 'vascular structures' showed the highest sensitivity (22.1%) and specificity (100%) for pyogenic granuloma [7] . Other lesions that might masquerade melanoma include small atypical congenital melanocytic nevi [8] and hypercellular encapsulated neuroma [9] .
In contrast, amelanotic melanoma (AMM) may simulate pyogenic granuloma. AMM account for a small proportion of all melanomas, i.e. between 1.8% to 8.1% [10] . Due to the lack of typical clinical features of melanoma, they pose a risk of delayed diagnosis and poor prognosis. In a large study of 2038 patients diagnosed with melanoma, about 0.5% had a pyogenic granuloma-like AMM. The mean age at diagnosis was 56 years, and the meantime from lesion appearance to diagnosis was 91.5 ± 117.1 months. Nine tumours were located on the skin surface, and one on the oral mucosa. The mean Breslow's depth was 6.47 ± 3.1 mm. At diagnosis, 70% of patients had lymph node involvement or distant metastasis; two patients died of AMM within 12 months of diagnosis [11] .
In conclusion, masquerading of other lesions, may they be benign or malignant, is a phenomenon that is not uncommon in clinical dermatology. It is important to be aware of this. We recommend a histologic analysis in case of suspected AMM and pyogenic granuloma to avoid diagnostic delay and to prevent a poor prognosis. Our patient was lucky because the suspected malignant tumour could be eliminated from suspected tumours and the healing was complete after surgical excision.
